and relatively bloodless, thus accounting for the rarity of a spontaneous hematoma in this location. [4] The possible causes of RSH include coagulopathies, use of anticoagulants, dural arteriovenous fistulae, and meningeal-based neoplasms. [5] In addition, anatomical alterations of the intracranial venous system have been observed in patients with an intracranial subdural hematoma. Indeed, hemodynamic stress caused by an impaired venous outflow may occur due to the presence of cerebral venous sinus thrombosis. This might lead to the collapse of the bridging veins secondary to the high back pressure due to venous engorgement. [1, 6] Accordingly, in the present case, we hypothesize that thrombosis of the venous sinus led to stress to the bridging veins in the supratentorial area, as well as to the petrosal veins and other minor veins close to the foramen magnum. [7] The eventual collapse and rupture of these veins after the LP possibly explains both the supratentorial hemorrage and RSH.
In conclusion, although complications of LP are rare overall, persistent or drug-resistant headache should warn clinicians of the possibility of occurrence of an intracranial subdural hematoma, even in unusual sites, especially in patients with concomitant cerebral venous sinus thrombosis.
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Sir, Spontaneous retroclival subdural hematoma (RSH) is extremely rare and usually results from traumatic or coagulopathy-related causes. [1] In this report, we briefly describe the clinical presentation and assessment of a patient who developed both an intracranial supratentorial hematoma and an RSH following a lumbar puncture (LP). The patient was a 45-year old female with long-lasting use of oral contraceptives, who presented with subacute-onset of paresthesia of the lower limbs and left arm, which was accompanied by evidence of deep and periventricular white matter lesions observable on magnetic resonance imaging (MRI). A demyelinating disease was suspected and an LP was performed. Following the LP, the patient developed an acute and persistent postural headache, with severe neck pain. A second MRI revealed a left frontal-parietal subdural hematoma [ Figure 1a ] and RSH [ Figure 1b] . Thrombosis of the left transverse venous sinus was also detected on MRI venography [ Figure 1e ]. The patient's medical history did not reveal any recent head trauma or the use of anticoagulants or antiplatelet drugs. No evidence of coagulopathy was identified and other extensive laboratory tests were normal. At the 2-month neuroradiological follow-up, both the supratentorial hemorrhage [ Figure 1c ] and the RSH [ Figure 1d ] had completely resolved.
Our report highlights the possibility of an uncommon but potentially life-threatening complication of LP, namely the development of a subdural hematoma, that can occur even in unusual locations, such as the retroclival area. It is known that intracranial hypotension following a LP can lead to stretching of the bridging veins and, rarely, to their rupture. Accordingly, intracranial and intraspinal hemorrhage have been described in literature following a diagnostic lumbar puncture and spinal anesthesia. [2, 3] However, unlike the supratentorial space, the retroclival subdural area is highly protected 
